the appendage biopsy results failed to give any indication of prognosis. In two of our cases the comment had been made at the first operation that " it would not be surprising if the rheumatic process were still active," and in these two cases the appendage biopsies showed numerous Aschoff bodies suggesting continued rheumatic activity. Another patient had several attacks of subacute rheumatism in the interval between operations. Logan et al. (1962) found that 36% of patients who had cusps completely separated anteriorly and posteriorly developed restenosis after an interval of more than five years.
This was not the experience of Belcher (1960 Belcher ( , 1962 , who found that only 4% of patients who had a complete split of both commissures had restenosed when followed up for eight years. Furthermore, he is convinced that an inadequate first operation is of prime importance in causation, and he has not known of restenosis in any case in which he has used the dilator.
Can these diverging views be reconciled ? Before expressing an opinion several variable factors require to be considered, such as the critical assessment of operation notes, completeness of follow-up studies, criteria accepted for the diagnosis of restenosis, and the time interval between operations.
Our findings tend to support those of Belcher (1960 Belcher ( , 1962 . In 27 of the 32 cases the primary operation was undoubtedly inadequate.
No case had a complete separation of both anterior and posterior commissures. We believe that after every valvotomy there is some re-fusion at the outer ends of the commissurotomy, and this is certain to occur. It would seem logical that a poor split followed by this inevitable restenosis would in most cases lead to a recurrence of symptoms. On the other hand, a similar amount of restenosis in a case having had a wide split would not decrease the size of the valve orifice by the same proportion. When we examined the decrease in valve size in the interval between operations we found that it amounted to 1 to 1.5 cm. in 23 (72%) cases, 2 cm. in 4 (12.5%), 2.5 cm. in 4 (12.5%), and 3 cm. in one case (3%). This possibility of inevitable reduction in value size, say from 1 to 1.5 cm., would explain our finding that stenosis recurred most often in cases in which the primary valvotomy was inadequate. When restenosis occurred in patients believed to have had a reasonable split the process had been more extensive (2 to 3 cm.).
Is this theory of inevitable partial re-fusion compatible with the common experience that many patients who have had an inadequate valvotomy make good progress and have no recurrence of symptoms for many years? We believe that in some cases it is possible that a degree of restenosis may occur without giving rise to symptoms, for it must be borne in mind that in some patients the actual valve stenosis may be the main or only feature, while in others the effects of prolonged back pressure and myocardial damage are so extensive as to bear a much greater influence on the result of any valvotomy carried out. In other words, there are two groups of patients-the one in which the size of the valve orifice is the dominant feature, and the one in which other factors are of equal or of more importance. Wood (1954) The role of the pituitary in Cushing's syndrome has been debated since the syndrome was first described (Cushing, 1932) . Adenoma formation in the pituitary, found in 34 out of 58 cases collected by Knov%Iton (1953) , is no proof of excess endocrine activity, as such tumours are not uncommon in the absence of adrenal dysfunction (Susman, 1935) . A strong pituitary stimulus is suggested by the manner in which minute adrenal fragments may hypertrophy after adrenalectomy (Mason, 1957) . Direct evidence of pituitary hyperfunction was provided by Clayton (1958) and Davies et al. (1960) , who recorded bigh levels of plasma A.C. (Harris and Lerner, 1957; Karkun et al., 1960 (Salassa et al., 1959; Shrank and Turner, 1960) .
Cushing himself noted that the small pituitary tumours associated with his syndrome were composed of basophil cells, but Marks (1959) pointed out that the large tumours, more rarely found, were usually chromophobe in type. Such chromophobe adenomas are very rich in A.C.T.H. (Bayliss, 1959; Montgomery et al., 1959) and also differ from other chromophobe tumours in their propensity for local invasion causing cranial nerve palsies (Salassa et at., 1959 
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It is concluded that Cushing's syndrome is due to pituitary overactivity which is prompted by a hypothalamic disorder that disturbs rather than disrupts the normal homoeostatic link between pituitary and adrenal.
Koren, Maudal, Flatby, and Berteig, 1960; Ellis 1961) have found, as we have, that one of the most difficult aspects of radiation safety in a hospital is the protection of ward nursing staff during the therapeutic use of radium. Large quantities of radioactive material are used, and such patients must receive nursing attention many times, under circumstances which prevent shielding according to laboratory standards.
Substantial radiation doses may be received in such circumstances, and official reports such as the Code of Practice (Ministry of Health, 1957) or the Recommendations of the International Commission on Radiological Protection (1960) give little help in reducing them.
During the past few years we have conducted a detailed study of this problem as it affects a ward in this hospital, where most gynaecological radium treatments are carried out.
Ward Routine Ward nurses need to be near to the radium patient for the following procedures: (a) in theatre; during transfer of the patient to the ward, and during postoperative recovery; during removal of the radium at the end of treatment. In the 10-bedded ward during the period covered by this survey about 60 radium treatments were given. It is not usual for more than one patient to be under treatment with radium at a time, but the precautions *Now at King's College Hospital, London. discussed below will still be applicable, mutatis mutandis.
Only on rare occasions in this ward, even at the start of the survey, has any member of the nursing staff received a dose as high as 300 mr in a week, or a total exceeding 1 r in 13 weeks. Even so, doses received during the nursing of radium patients were higher than those received by other nursing staff, and therefore (following the Recommendations of the I.C.R.P. that all doses be kept as low as possible) efforts have been made to reduce them.
The radiation received by the staff as a whole will depend partly on the nursing attention required by the patient, partly on the techniques used, and partly on the amount of radium inserted and the duration of treatment.
In order to eliminate these last two variables we have expressed the radiation received as milliroentgens per 1,000 milligram-hours of radium treatment; the total dosage received by the nursing staff during a period of over three years is shown, quarter by quarter, in Fig. 1 . The radiation received has been evaluated separately for the sister in charge of the ward, her deputy (a staff nurse), and junior nurses, and these are shown in Fig. 2 . A steady reduction is apparent, as is made clear in Table I .
Expressing doses in mr/1,000 mg. hours of radium treatment is of little value ordinarily, but it does enable 
